Introduction
Since the 1989 NHS review' medical audit, with doctors assessing the quality of their own work, has been the major focus of attention and funding in the United Kingdom (UK A few papers have reported the experiences of pharmacists auditing their own activities4 5 or participating with others in audit,6°0 but one study suggests that the extent to which this is happening is limited.9 Until now the extent to which pharmacists throughout the UK are involved in audit has not been systematically investigated. We report the results of a study that examined the nature and extent of hospital pharmacists' participation in medical, pharmacy, and clinical audit activities within the NHS. This information identifies examples of current audit activities, explores the determinants of involvement in audit, provides a baseline against which future initiatives can be evaluated, and suggests areas where such initiatives might be directed.
Methods
In March 1992 a postal questionnaire was sent to all NHS hospital pharmacies that provided clinical pharmacy services (that is, pharmacies where a pharmacist was present during normal working hours and where services in addition to supplying drugs were provided). The clinical audit activities pursued varied from multidisciplinary audit of whole departments (25) and of medicine usage (17) to auditing other hospitals or their departments (three). Specific examples included audit of physiotherapy and dietetics departments, audit of laxative and antacid use, and audit of drug supply and distribution at other hospitals.
Discussion
The results of this census survey suggest that pharmacists are beginning to become involved in audit activities, particularly in medical audit. They are starting to evaluate their own activities and services but have rarely, as yet, become involved with other health care professionals in clinical audit. This picture is true for most parts of the UK.
EXPLANATIONS FOR PRESENT LEVEL OF PARTICIPATION IN AUDIT
Pharmacists' involvement in medical audit tended to be based on providing information. This is a traditional and, perhaps, more easily assumed role for pharmacists than that of direct involvement in the prescribing arena and in creating prescribing policies. Pharmacists were less involved in using medical audit as a means of alerting doctors to prescribing problems; fewer than a quarter of pharmacies surveyed did this. Prescribing problems are usually addressed in one to one doctor-pharmacist discussion in the ward or through hospitalwide policies, often linked to formulary management. Yet prescribing problems are common, and research has shown that pharmacy has a unique insight into individual problems in particular medical specialties through its system of ward pharmacy'3 and because of its use of computerised records of drug usage. Medical audit enables systematic review of prescribing problems and the development of strategies for their future avoidance, all as part of an educational process.
The most common pharmacy audit activities were audit of the ward pharmacy service, of prescription monitoring, and of more specialised services such as therapeutic drug monitoring. The existence of these programmes is encouraging and signifies a desire among some pharmacists to evaluate critically their clinical services. These internal, professional audits also complement external audits currently performed on some sections of pharmacy departments, such as manufacturing units.
The virtual absence of pharmacists' activity in clinical audit may not indicate their lack of interest. Rather, it may simply reflect the limited extent to which clinical audit was performed in NHS hospitals at the time of the survey. The nature of the audits in which pharmacy was involved may signify, to some extent, the expansion of the pharmacy manager's responsibilities to encompass managerial responsibility for paramedical groups within hospitals.
Pharmacies in teaching hospitals participated more frequently in all audit activities. From evidence gathered in this survey the most likely reason is their greater development of clinical pharmacy services with more highly qualified pharmacists. The same pattern of greater participation was seen in trust hospitals and in hospitals that employed pharmacists with higher degrees and specialist clinical pharmacists; it is not immediately obvious why this should be so. The association between perceived increases in resources for clinical pharmacy services and increased participation in audit may mean that pharmacy managers committed to developing clinical pharmacy used documents such as HC (88) Clinical audit has much to gain from greater participation by pharmacists. Hospital pharmacies routinely gather information on several aspects of the process of drug use that could be usefully incorporated into audit cycles. This should facilitate linking health care processes with outcomes and help to enhance both. Such a scenario will necessitate research into aspects of service provision, which audit should stimulate by providing the research questions.'5 With increasing emphasis on multidisciplinary audit, these questions will be addressed by multidisciplinary health services research, to which pharmacists can contribute by promoting increased communication and collaboration between pharmacy and mainstream health services research centres.
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